were most frequent. The commonest urinary signs and symptoms were palpable bladder (93) and urinary infection (90).
The commonest cause of renal failure in the first year of life in Britain is a congenital abnormality of the urinary tract (Lloyd-Still and Atwell, 1966) . Among these, lower urinary obstructions form a large group of potentially curable lesions with similar presenting features.
The term lower urinary obstruction is used to include all lesions at or below the bladder neck which interfere with normal urine flow.
165 patients with a lower urinary obstruction were admitted to The Hospital for Sick Children, under the care of Mr. Innes Williams, from 1959-1970. There were 130 boys and 35 girls. The ages at presentation are shown in Fig. 1 Symptoms and Signs These have been grouped together (as it is debatable whether a baby can have symptoms) and arranged in two tables, those of a general nature (Table II) , and those suggesting urinary tract disease (Table III) . A further subdivision of each table separates the presenting symptom from the total signs and symptoms. These show that though nearly all the infants had signs or symptoms suggesting the diagnosis of urinary obstruction, in particular acute or chronic retention of urine, or urinary infection, the majority ofpresenting symptoms were in the general group, with failure to thrive being the commonest.
The extent of the failure to thrive is shown in Fig. 2 in which the distribution of the birthweights of the 122 babies for whom this was recorded is compared with the weight expressed as centiles (Tanner, Whitehouse, and Takaishi, 1966) of the 84 infants admitted over the Diagnosis The plan for investigation of these children has been outlined by Barratt (1971) and the radiological investigation by Chrispin (1968) . In this group the diagnoses were established by combined use of intravenous pyelography and voiding or expression cystourethrography. The risks of introducing infection by catheterization should be borne in mind and the cystourethrogram only performed when it is possible to proceed to immediate relief of any obstruction found. children over 1 month of age on presentation. Management In this series, which may serve as a baseline for future work, treatment has followed conventional lines with correction of dehydration and acidosis followed by relief of the obstruction. Present management now includes peritoneal dialysis, the indications for which are still being defined but depend more on the expected outcome of drainage of the urinary system than absolute plasma urea or electrolyte levels.
Catheterization or suprapubic cystostomy are contraindicated. In the more severe obstructions where the bladder has hypertrophied and there is dilatation of the ureters, simply emptying the bladder may result in ureterovesical clampdown leaving the child still in urinary obstruction. Where the child's condition demands immediate relief of the obstruction, it is safer to drain the urinary system by either bilateral nephrostomies or bilateral cutaneous ureterostomies and proceed to definitive correction of the underlying abnormality later.
Results
Until the full results of a survey involving more detailed assessment of the renal function which will include the glomerular filtration rate (Barratt and Chantler, 1970) and urea and creatinine clearances, the crude mortality rate with a minimum follow-up of one year is the best available criterion for assessment. The results are given in Table IV . The mortality rate is highest in those cases admitted in the first month of life. While there remains a group with irreversible lethal renal damage, the present survival rate is encouraging, and there are prospects of improving this with earlier diagnosis of the mild cases and more precise management of the early acute cases. 
